 SEQ CHAPTER \h \r 1Vacation Bible School Registration and 

Medical Treatment Authorization
Crystal Springs UMC

Name_______________________________________Male(  ) Female (  )

Home Address_____________________________________________

City, State, Zip______________________________________________

Birth Date _______ Grade _______Home Phone__________________

Father’s Name_______________________

Contact Phone_________

Mother’s Name_________________________

Contact Phone________

If divorced, who has physical custody?_____________________

If parents cannot be reached in an emergency, please contact:

Name _________________________ Relationship___________

Contact Phone __________________

Family Physician______________________________________

Phone______________

Insurance Carrier/Plan Name Policy ID #___________________

___________________________________________________

Carrier Address /City/ State_______________________________________________

Is the participant under the direct care of a physician or is there any medical condition we need to be aware of?

If yes, please explain:____________________________________________

___________________________________________________

___________________________________________________

Medical Authorization
We, the undersigned(s) or legal guardian(s) of ____________________________________________ , a minor, do hereby authorize the adult leaders acting on behalf of the Crystal Springs United Methodist Church, as agent to consent to any examination, x-ray, anesthetic, medical or surgical diagnosis or treatment and hospital care which is deemed advisable by, and is rendered at the office of said physician or at said hospital. It is understood that this authorization is given in advance of any specific diagnosis, treatment, or hospital care being required but is given to provide authority and power on the part of our aforesaid agent(s), in case of emergency, to give specific consent to any such diagnosis, treatment, or hospital care which the aforementioned physician in the exercise of his or her judgment may deem advisable. I agree to pay for any medical, dental, surgical, or hospital diagnosis, treatment, or care rendered to or for said minor.

_________________________________________________________

Signature                                                                        Date
